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ELIZABETH BARRIETT-CONNOR, MD, La Jola, California

San Diego gynecologists were surveyed to determine 1985prscribingpatters and indications for
pt pusa oge re than 7 of the 103 ia ps
estrogen for at least 75% of their recently postmenopausal p ts, usualforaprongperiod.
The dose and duration of estro were those rcmeddto ent osis,h was
given by all but one physician as a major indication for estrogen use. Only five nooists
prescribed estrogen without a progestin, which was addedprimarily to reduce therisk of estrogen-
aWsociated endometrial cancer. These data suggest that San Deo gelists are wl in-
formed about the risks and benefits ofestrogen-replacement therapy and are less concemed about
hpauity ofdata concerninglong-;term progestin use in olderwomen.
(Barrett-Connor E: Postmenopausal estrogens-Current prescribing patterns of San Diego gyne-
cologists. West J Med 1986 May; 144:620-621)
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Lanthe United States, estrogen-replacement therapy for post-
nopausal women became popular in the 1960s and pre-

scription sales of noncontraceptive estrogens, primarily
conjugatied equine estrogen, rose steadily.' By the mid-
1970s, esttogen use was particularly common on the West
Coast, where 39% and 51 % ofpostmenopausal women in two
populations reported current use.2.3 Estrogen sales declined
after 1975 following the recognition that users were at an
increased risk of endometrial cancer.' Since 1980, however,
recognition of the apparent protective effect of an added pro-
gestin against estrogen-associated endometrial cancer" and of
fthe role of estrogen-replacement therapy in preventing osteo-
porosis5 led to renewed enthusiasm for this therapy.

This survey was designed to determine the effect of these
developments on gynecologists' prescribing patterns for re-
placement estrogens in 1985.

Methods
An 1 -item questionnaire and a stamped return envelope

were mailed to all 166 physicians listed under gynecology in
the yellow pages of the 1985 San Diego telephone directory.
All questions were posed in relation to recently postmeno-
piausal women aged 50+ years with an intact uterus. Physi-
cians were asked about the number ofwomen in this category
vwhom they saw monthly, duration of practice, proportion of
recentlypo stmenopausal patients for whom they had pre-
scribed estrogens, dose and duration of estrogen usually pre-

scribed, use and indication for an estrogen-progestin
combination and the main indications and contraindications
for prescribing unopposed estrogen. Mailed anonymous re-
sponses were tabulated approximately three months after the
mailing.

R"ults
The response rate was 65% (N = 108), including five phy-

sicians no longer in practice. Results are based on the 103
respondents who werein pactice at;th time ofthe survey, of
whom 83 (81 %) had been in practice for at least ten years.
Unless otherwise indicated in the text, responses were similar
by duration of practice. In all, 19% of physicians saw fewer
than 10 and 28% saw more than 40 recntly pstmnopausal
women aged 50+ in their offices each month; their pre-
scribing pattens did not differ from those of the majority
(52%) who saw between 10 and40 such patients each moith.

Among the 83 gynecologists in practice in 1975, 52
(63%) said that the frequency of their prescribing ofestrgen
replacement had increased since that time. As of 1985, only
three physicians, all in practice more hn ten years, indicated
that they rarely prescribed repklcement estrogens. A striking
majority (79% of those beginning practice afer 1975 and
83% of those in practice longer) prescribed replacement es-
trogens for at least 75% of their recently postnenopausal
patients, and 58% ofall respondents said they prescribed an
estrogen for virtually all such patients. None of these physi-

From the Department ofCommunity and Family Medicine and Medicine; University ofCalifornia, San Diego, School ofMedicine, La Jolla.
Reprini requests to Elizabeth Barrett-Connor, MD, Department of Community and Family Medicine and Medicine (M-007), University of California, San Diego, La Jolla, CA

92093.

620 THE WESTERN JOURNAL O MEDICiNE

!,'-, - .- ---. I 'L ', Woma
,- IF% .. ', -'- --- -- Mmimpm 1--l -- -

2 jp. mpmlk. a

4w

VL-

`..' '7.

lpmv& s

t; "Tf|



POSTMENOPAUSAL ESTROGENS

cians prescribed estrogen for less than one year and 73% said
that they usually recommended estrogen replacement therapy
for ten or more years after the menopause. Conjugated estro-
gens (Premarin) were by far the most commonly prescribed
drug, used exclusively or at least part ofthe time by 87 physi-
cians, usually (71 physicians) in a daily dose of 0.625 mg.
Estradiol (Estrace), 1 to 2 mg, or estropipate (Ogen), 1.25 to
2.5 mg, were used less frequently and only three physicians
regularly prescribed vaginal estrogens. Drug preferences and
dosages did not vary by duration ofpractice.

None of the gynecologists in practice less than ten years
and only five of those in practice longer prescribed an es-
trogen taken orally without a progestin: 91 physicians said
that they added a progestin to prevent endometrial cancer;
50% gave this as the only reason for adding a progestin. Of
interest, 13 of the long-term and one of the short-term gyne-
cologists stated that they had done at least one hysterectomy
specifically to permit the use of unopposed estrogen without
concern for endometrial cancer.

Among the major indications for estrogen-replacement
therapy, preventing osteoporosis was cited by all but one
respondent. Among the physicians who ranked the reasons
for estrogen use, preventing osteoporosis was ranked as the
leading indication by 9 of 16 (56%) recent and 27 of68 (40%)
long-term physicians and was ranked second (to menopausal
symptoms) in all of the remainder. Among absolute contrain-
dications to unopposed estrogen (other than the risk of endo-
metrial cancer), current or prior cancer was mentioned by
60%.

Discussion
If these respondents are representative of gynecologic

practice in San Diego, then 75 % of recently postmenopausal
women seen by gynecologists in this area will receive es-
trogen and a progestin for at least ten years. In a 1981 mailed
survey of estrogen use related to menopausal symptoms in
upstate New York, 87% of 159 gynecologists said they would
prescribe estrogen for a 51-year-old woman with severe
menopausal symptoms and an intact uterus. Less than 40%
would have prescribed estrogen for three or more years, how-
ever. Prescribing rates in 1981 were similar to those reported
by the same physicians in 1974, but the daily conjugated
estrogen dose of 1.25 mg decreased by 72% and the propor-
tion who would add a progestin increased from 15% to 46% .6

In the present survey, the most frequently prescribed reg-
imen was conjugated estrogens in a dose of0.625 mg per day.

This is the dose recommended for preventing osteoporosis,5
which was the second most frequently cited indication for
estrogen use. Although details were not asked about the pro-
gestin duration or dosage, almost all respondents who offered
this information were prescribing a progestin for ten days, the
duration recommended to prevent estrogen-associated endo-
metrial cancer.4 These data suggest that San Diego gynecolo-
gists are well informed about the current recommendations for
prolonged estrogen use for the prevention of osteoporosis but
are either less informed or less concerned about the paucity of
data regarding long-term progestin use in older women.7

Numerous studies of risk and benefit of long-term unop-
posed estrogen use in postmenopausal women have been pub-
lished. These studies show no consistent increased risk ofany
disease except endometrial cancer. Most studies suggest that
unopposed estrogen use is associated with higher levels of
high-density-lipoprotein (HDL) cholesterol and a reduced
risk of myocardial infarction.8 (Cardiovascular disease is a
much more common cause of morbidity and mortality in post-
menopausal women than endometrial cancer.) In contrast,
there are no studies of adequate design, duration and sample
size to determine the risks and benefits of any prolonged
estrogen-progestin combination in postmenopausal women.
The only generally accepted benefit is the prevention of estro-
gen-associated endometrial cancer. Adding a progestin ap-
pears to block the estrogen-induced increment in'HDL
cholesterol; it is not known whether this effect obliterates any
estrogen-cardiovascular benefit. Given the high prescribing
rates reported for progestin, any possible untoward effects
should be quickly researched and analyzed in relation to the
benefits of such use.
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